Over the past decade, calls have been made to increase the involvement of men in matters of reproductive health and family planning. Governmental and nongovernmental agencies 1, 2 and international health organizations [3] [4] [5] all recognize the need to include men in reproductive health services and decision making, and make convincing arguments that doing so would benefit men and women alike.
One way to foster male involvement in family planning is to give couples more contraceptive choices through the promotion of male-oriented methods such as vasectomy. Vasectomy is a safe, simple and effective method 6, 7 that is relatively unknown and unused throughout much of the world. Although sterilization is the most widely used contraceptive method worldwide, tubal ligation accounts for more than five times as many procedures as vasectomy. 8 In 2002, vasectomy made up only 7% of all modern contraceptive use worldwide. And although vasectomy prevalence is low in most developing regions, it is especially low in Africa, where it rarely exceeds 0.1%.
Moreover, the number of vasectomy users seems to have reached a plateau in recent years: The estimated number of couples using vasectomy was 33 million in 1982 9 and increased to 42 million in the following decade; 10 however, from the early 1990s to 2001, the number of couples using vasectomy increased by only one million, to an estimated 43 million couples. 11 If we are to ask men to take their fair share of responsibility for contraception, we need to better understand how to develop effective vasectomy programs that resonate with both clients and providers.
Family Planning in Tanzania
Tanzania is the largest country in East Africa, with a population of 33.8 million. 12 The Bureau of Census estimates that by 2025, Tanzania's population will increase by approximately 60%, to 52.6 million people. Although the use of any modern contraceptive method among married women has more than tripled in the past decade (increasing to 20% in 2004), unmet need for family planning remains high (22%). 13 Despite this need, long-term and permanent contraceptive methods remain underutilized: The injectable and the pill are the most widely used methods among married women, at 8% and 6%, respectively. 14 The use of such long-acting methods as IUDs and implants has remained low and relatively static. 13, 14 According to recent estimates, female sterilization is used by 3% of women who practice contraception, and male sterilization by fewer than 1%. 14 These statistics show a need for family planning services in Tanzania, and a specific need for increased knowledge of, access to and use of long-acting methods, including vasectomy.
In 2003, the U.S. Agency for International Development (USAID) chose the ACQUIRE (Access Quality, Use in Reproductive Health) project to coordinate efforts to scale up and expand facility-based reproductive health and family planning services in 18 countries across Sub-Saharan Africa, Central and South America, Asia and the Near East. In Tanzania, ACQUIRE is the central USAID-funded mechanism to coordinate family planning efforts of the Ministry of Health and other service partners. The principle content areas are family planning at the facility level (with a focus on long-acting and permanent methods), postabortion care, capacity development and reproductive health services for underserved populations, such as men. ACQUIRE provides technical assistance to the Tanzania family planning program to accomplish this mandate.
In this article, we describe the key factors that affect vasectomy acceptability in the Kigoma Region of Tanzania, an area in which ACQUIRE is focusing on the development of male reproductive health services. In Kigoma, ACQUIRE provides support of male-centered services, including vasectomy, through provision of material, technical and financial assistance to four hospitals in the region's three districts: Kigoma, Kibondo and Kasulu.
Kigoma and Kasulu Districts each have approximately 630,000 inhabitants, and Kibondo has about 415,000; 15 the average household size ranges from 6.9 in Kigoma to 7.4 in Kasulu. Twenty percent of currently married women in Kigoma overall are in polygamous unions, compared with the national average of 23%. 13 The majority of people in the region belong to the Waha ethnic group, although a substantial proportion of the population is made up of Burundian, Rwandan and Congolese refugees. Christians and Muslims make up the great majority of the population (40% each), whereas Animists account for about 10%. The per capita income is US$ 144, below the national average of US$ 233.
Overall, the use of modern contraceptive methods in Kigoma is substantially lower than the national average (12% vs. 20% of currently married women). The proportions using the injectable, the pill and male condoms are all lower in Kigoma; however, the proportion relying on tubal sterilization is approximately equal to the national average. 14 The annual growth rate in the region is almost double the national average (5% vs. 3%), whereas maternal mortality is lower than the national average (340 per 100,000 births vs. 578 per 100,000 births). 16 
METHODS

Data
Data for the study were collected between July and August 2004 in Kigoma, Kibondo and Kasulu Districts as part of a larger ACQUIRE study designed to examine vasectomy services in Kigoma Region. Sampling was purposive; potential study participants-vasectomy clients and their wives, potential vasectomy clients and tubal ligation clients-were identified through clinic client registers.
According to the study design, vasectomy clients had to have had the procedure in the past 6-24 months to be eligible to participate; however, because few men fit that criterion, all men who had ever had a vasectomy were invited to participate. Potential vasectomy clients were men aged 33 years or older who had at least four children, had expressed a desire not to have any more children and had used (or whose wives had used) a temporary contraceptive method in the past 6-24 months. Tubal ligation clients were eligible if they had had the procedure in the past 6-24 months. To protect client confidentiality, only providers had initial access to client names and made first contact with potential study participants. Ten in-depth interviews and three focus groups (Kigoma, n=6; Kibondo, n=10; and Kasulu, n=12) were carried out with a total of 38 vasectomy clients (Table 1) . Three focus groups were conducted with wives of vasectomy clients (Kigoma, n=5; Kibondo, n=9; and Kasulu, n=8), three with tubal ligation clients (Kigoma, n=9; Kibondo, n=10; and Kasulu, n=14) and three with potential vasectomy clients (Kigoma, n=8; Kibondo, n=11; and Kasulu, n=10). The mean age of respondents ranged from 38 to 42 years; the average family size ranged from 5.0 to 6.6. The majority of respondents had completed primary school, although most did not continue further.
Semistructured, open-ended data collection instruments were used to ensure consistency of questions among multiple interviewers; all interviews were conducted in Swahili by native speakers. Focus group and interview guides were made up of three main question domains-participant characteristics, contraceptive decision making and perceptions of reproductive health programs. Respondents were asked the same questions in the same sequence; inductive probing on key responses was conducted. All interviews were tape-recorded, and verbatim responses to each question were translated and transcribed by local researchers, using a standardized transcription protocol. 17 The study was approved by both the institutional review board of Family Health International and the National Institute of Medical Research (NIMR) of Tanzania, the country's research ethics committee. All study respondents provided written informed consent, and oral consent from each person was recorded on a cassette tape at the beginning of each interview session. Personal identi- most frequently mentioned economic motivation for vasectomy. Many respondents said that education is a necessity for both males and females, and that smaller families allow parents to send all of their children to school, which in turn will allow them to advance in life. One respondent explained it this way: "For example, if you cannot educate your child if she is a female, you may cause her to be selling oranges or to become a sex worker. If he is a male and you can't give him education, expect him to be a hawker. Those are the consequences I was trying to look at, and decided that the family I had by that time of five children was enough."
Factors Affecting Vasectomy Acceptability in Tanzania
-Vasectomy client, Kigoma
We considered the transcripts by respondent's gender and discovered a more nuanced story. Although economic concerns were the substantive issue most frequently mentioned by male respondents, they did not figure prominently in women's discussions. Similarly, the necessity of educating one's children was primarily mentioned by men.
Spousal Influence
Both men and women indicated that wives play an important role in the vasectomy decision, with the topic being mentioned in 21 of 22 transcripts. Concern for one's wife was a commonly mentioned theme; it encompassed a desire to stop the cycle of problem pregnancies and births, to free her from family planning methods perceived to be potentially harmful and to "rescue" her from undergoing tubal ligation surgery. One man explained his concern over the effects of multiple births:
"…I was sympathetic towards my wife's health. She was already tired and her health condition was already deteriorated because of childbearing."-Vasectomy client, Kibondo
Half of vasectomy clients specifically stated that they had been dissatisfied with a former method of birth control, primarily because of the side effects experienced by their wives. These side effects included continuous and irregular bleeding, dizziness, weight gain and lack of sexual arousal. One man reported:
"Initially my partner tried to use [the] injectable. She was injected only one injection and never repeated it. This was because she started bleeding continuously and excessively. Therefore, we stopped it 'til we got [a vasectomy]." -Vasectomy client, Kibondo Also, some vasectomy clients recognized that, compared with female sterilization, vasectomy is a relatively minor procedure. One man commented:
"I heard for the first time that it was better for a man to undergo vasectomy rather than a woman undergoing tubal ligation….This is because it happens sometimes that a woman experiences irregular heavy bleeding after tubal ligation."-Vasectomy client, Kasulu A number of vasectomy clients noted that their wife's refusal to undergo tubal ligation-even though they had agreed as a couple to stop childbearing-forced them into having a vasectomy. fiers and locator information were not collected, and any identifying information inadvertently mentioned was removed from the text prior to analysis.
Analysis
We performed collaborative thematic analysis using QSR N6 software. An initial codebook, developed using a standard iterative process, 18 was revised as necessary during data analysis. Results from the preliminary analysis were shared with the field team to corroborate findings and solicit input and local knowledge.
This article focuses primarily on the vasectomy decision-making process. As a result, we focused our analysis on facilitators and barriers acknowledged to be factors in an individual's or couple's decision, broader facilitators and barriers to vasectomy uptake (e.g., access to service, transportation, governmental policies), issues relating to the process of the vasectomy decision or procedure, and program recommendations from the study respondents.
For both interviews and focus groups, we conducted frequency reports and cross-tabulations to determine the relative importance of themes in the data and their linkages to one another, using the transcript or data collection event as the unit of analysis. On the basis of these calculations, we combined and reanalyzed some codes with similar characteristics. Separate analyses were conducted by sex, type of interviewee (e.g., vasectomy client or potential vasectomy client) and district. We conducted a detailed review of the focus group data to ensure that weights accorded to themes emerging from focus groups were accurate. We compared results between in-depth interviews and focus groups and, given the similarity between the guides and the fact that we found no major substantive differences between the two analyses, present the findings together.
RESULTS
Six main themes surfaced as overarching factors contributing to actual and potential vasectomy clients' and their partners' decision to have a vasectomy: economics, spousal influence, religion, provider availability and reputation, future uncertainty, and vasectomy knowledge and understanding. Each of these themes was apparent in transcripts from all of the participant categories.
Economics
Economic hardship was the most frequently mentioned reason for vasectomy acceptance. Respondents commented on the general economic benefits of a smaller family, and anticipated problems covering the basic needs of many children, including adequate food, health care and education. One participant explained:
"When we were increasing the generation, we found that we did not get any progress in life-even buying soap was a problem; [seeing] that the children we had were enough, we decided to accept the services. By this time we had five children."-Vasectomy client, Kibondo
The ability to afford to educate one's children was the A wife's approval was seen as key to many vasectomy decisions. All vasectomy clients reported discussing the decision with their spouse, and more than half mentioned their wife's approval as a factor in the decision; however, five men noted that their wives convinced them to postpone the vasectomy until after they had had more children. A majority of the wives of vasectomy clients stated that they had agreed to the surgery. One woman explained her reaction to the idea:
"When he decided to use vasectomy he involved me and so I gave him a go ahead. He said that it's a very long time that I have been suffering so he should go instead, and I said go!"-Wife of vasectomy client, Kibondo
Four potential vasectomy clients said that their wives disapproved of the procedure. Reasons for women's negative attitude included a desire for more children, a lack of trust in their husband's future actions and concerns about the loss of their husband's sexual ability. One man explained:
"My wife has not yet agreed to the use of vasectomy, and I can't use it before we agree together. But I hope that as I continue to convince her, she will accept the idea, because we are having already enough children while our economic situation is not good."-Potential vasectomy client, Kasulu
There were instances in which the wife's approval was not always deemed necessary. Two men stated that one appealing aspect of vasectomy was the possibility to do it on their own, if their wives disagreed with their decision; one woman reported that her husband had had a vasectomy without her approval.
Despite the perceived importance of the wife's influence, the majority of male and female respondents agreed that husbands would resist vasectomy if the wives were the ones who initially brought up the topic and that men would consider the procedure only if they were educated about it in a formal setting. When asked about discussing the option of vasectomy with her husband, one woman commented:
"But as a woman to talk to your husband, it is not easy. He will not accept. He will become very arrogant."-Tubal ligation client, Kigoma
In contrast, two women said they could discuss family planning with their husband, and one woman suggested a seminar to teach women how to bring up the subject.
Overall, respondents maintained that vasectomy acceptability and uptake will not increase if providers are not proactive about seeking men out and educating them. In addition, they suggested that women also be targeted, because women sometimes forbid their husbands to have a vasectomy.
Religion
According to respondents, attitudes toward contraception and, therefore, vasectomy vary by religious denomination. Respondents reported that in Tanzania, the Seventh Day Adventist Church is a strong advocate of contraception: For example, vasectomy services are provided at Heri Seventh Day Adventist Hospital and contraception is discussed and promoted in sermons. Furthermore, the denomination organizes educational seminars and advertises the availability of family planning providers. Although the perception of religion's importance is clear, the degree to which it actually influences people's decision making is less so. Some potential vasectomy clients admitted that religion played a part in their decision not to undergo the procedure. One Muslim man stated:
"There is somewhere in God's book which says contraception is a sin because God said let us people multiply. So if you prevent, it means you are against God. So…I can't have it [vasectomy] ."-Potential vasectomy client, Kigoma
In contrast, a similar number of people admitted to having a vasectomy or tubal ligation despite the disapproval of their church. One woman explained:
"We decided ourselves although we are not allowed. It is the situation at home plus the benefits obtained by those who engaged us to join the services although my husband is a catechist (Roman Catholic)."-Wife of vasectomy client, Kibondo
Although respondents acknowledged that many religions consider sterilization a sin, some nonetheless suggested using churches and mosques to promote family planning and vasectomy. They reasoned that places of worship reach a captive audience ready to listen to messages from religious authorities. Respondents recommended meeting with religious leaders who discourage use of modern contraceptives to address their concerns and to attempt to convince them of the need for contraception.
Provider Availability and Reputation
More than a quarter of vasectomy clients cited a lack of provider availability as an explanation for having postponed the procedure; others simply described the difficulty involved in obtaining the service. One man told of his situation: "I think I was even late to get the service 'til my children went up to five. Remember I said the ideas came when I had three children; that means had the service been there common in the transcripts. Male respondents worried that their wives might be unfaithful or leave if they wanted more children or if the husband's sexual performance suffered. Some pointed out that the physical evidence of infidelity (e.g., if the wife of a vasectomized man became pregnant) would lead to the end of the marriage. One man explained his initial hesitation:
"Another thing that I had in mind initially…was the fear that once you undergo vasectomy operation, your wife might lose faithfulness and bear a child with other men. And this is still a big problem to many men, especially those who are not yet to understand well. But I trust my wife very much; that is why I decided to undergo the vasectomy operation."-Vasectomy client, Kibondo
For women, lack of trust in their husbands' fidelity was both a reason for and a barrier against vasectomy. Some female respondents argued that vasectomy would ensure that they were not burdened with children resulting from their husbands' extramarital relations. One woman explained why she insisted on vasectomy instead of tubal ligation:
"The man can tell you, go and have tubal ligation. You go and have it done. Then your husband goes outside and gets a child; he will continue making you unhappy. But when you tell him to go and get vasectomy, and if he agrees and gets a vasectomy, you women will live in harmony."-
Wife of vasectomy client, Kigoma
Other women expressed fear that vasectomy would give their husbands free rein to be unfaithful without observable consequences (i.e., children with another woman). One woman described it this way: "I thought for him to undergo vasectomy is a warrant for him to be promiscuous. He is sure that even if he goes out of wedlock with more than hundred women, he will never bring you home bastards. Even if he was not promiscuous, he will be tempted, because he knows there is no way his wife will know about it, because he will not bring home children from other women."-Tubal ligation client, Kigoma
One man noted that he wished his wife to have a tubal ligation. She refused because she feared he would take another woman, and so he decided to have a vasectomy. On the opposite side, one woman explained:
"Most men are reluctant about undergoing vasectomy, because they believe that their wives will scorn them. They will tell them 'You are a useless man, what kind of man are you. A man with no sperms! How can you help me!'...So there will be clashes within the home. A woman can start going out of wedlock or can even divorce. A husband will be frustrated, and if he decides to remarry, the new will also need to have children. Something which is impossible to him! So I think that is the main problem men are scared of…undergoing vasectomy."-Tubal ligation client, Kigoma
One perceived solution to this dilemma, mentioned mainly by women, is for both members of a couple to be sterilized. This would put husband and wife on an equal footing in terms of trust and fidelity. At least one woman in earlier, the number of children wouldn't have gone up to five!"-Vasectomy client, Kibondo Providers were seen as often being unavailable or inaccessible, and there was confusion as to when providers would be in the area to answer questions and perform vasectomies. Respondents told stories of men having to return to the clinic or hospital multiple times to find an available provider; one man had to return because the clinic lacked the appropriate equipment. Also, according to the male respondents, men who have had a vasectomy often feel they have nobody to ask if they experience problems after the procedure. Only one potential vasectomy client, however, cited lack of provider availability as a reason for not having undergone the procedure. He recounted:
"I live far from this hospital, [Heri Mission Hospital], so it has been difficult for me to get appropriate contacts/ communication with responsible health officers….Last time I came here, [a friend] told me that those health officers who are the experts of vasectomy were already transferred to other places. Since then, I have been trying to get information about it unsuccessfully."-Potential vasectomy client, Kasulu
Increased provider availability and accessibility was a recommendation of all respondents. Many mentioned a need for providers to be permanently stationed in communities or, at the very least, have regularly scheduled days in the area when they could answer questions and provide services. Respondents suggested that all clinic locations have adequate equipment and supplies, and requested that providers be available for and proactive about follow-up.
Also, respondents pointed to a need for the vasectomy provider, as well as the hospital or clinic where the procedure is performed, to have a good reputation and credibility. Men are reluctant to undergo surgery, particularly on a sensitive body part, without this assurance. Respondents asked that provider skills be augmented to make vasectomies more effective and less painful. Stories of pregnancies after vasectomy and accounts of pain during and after the procedure decrease vasectomy uptake.
Future Uncertainty
Uncertainty about the future and about the ultimate effect the vasectomy will have on familial interactions was repeatedly mentioned as a barrier to vasectomy uptake. Respondents worried that a man might regret being permanently sterilized if all of his living children died or if his current wife died and he could not remarry because he could not father any children. A potential client expressed the fear this way:
"I think after cutting the [vas deferens], there will be no communication….This means even if you desire to have more children, you will not be able to father again….You will probably be thinking had it been otherwise you would like to have more children, and suppose one of the children passes away…you will have all sorts of thoughts."-
Potential vasectomy client, Kibondo
The issue of faithfulness and trust in one's spouse was the study indicated that she and her husband had done this, and others implied that they had or were considering it.
Vasectomy Knowledge and Understanding
Lack of information, misunderstandings and rumors about the vasectomy process contribute to many people's reluctance to choose vasectomy. Vasectomy clients and their wives frequently recounted that prior to undergoing the procedure, they had been concerned by rumors of decreased sexual desire or performance. Some had heard that this side effect is instantaneous, others that it happens slowly over time. In some cases, these beliefs led men to postpone the procedure. Three potential vasectomy clients reported hearing accounts of the side effects of vasectomy from prior clients. Additional rumors included equating vasectomy with castration, believing it causes cancer, believing that sperm will accumulate in the body and have negative effects, and fears that vasectomy causes weight gain and physical weakness. One respondent reported that he had delayed having the procedure for three years because he feared that it would "…lead to the distortion of my marriage, because many were saying vasectomy destroys sexual desires and ability to do sex."-Vasectomy client, Kibondo Many of the vasectomy clients reported that their concerns regarding sexual weakness were assuaged by service providers. Men who had already undergone the procedure may also have helped: A quarter of vasectomy clients had discussed the procedure with prior clients before making their decision.
Although many potential vasectomy and tubal ligation clients discussed rumors that vasectomy causes loss of virility, only a few said they believed them. The most common reason potential vasectomy clients gave for not obtaining a vasectomy was a general lack of knowledge about the procedure. When asked what was preventing him from having a vasectomy, one man replied: "I had been expecting to be more educated about it, because I have no idea what is being done during the procedure. How do they start? I don't know. I need to get a whole picture about vasectomy before I decide to do it."
-Potential vasectomy client, Kibondo
Respondents from all four respondent groups suggested that public education campaigns address the rumors that vasectomy affects sexual performance. They advocated stressing that a man who has had a vasectomy can still ejaculate, that vasectomy is not equivalent to castration and that there is no problem with impotence and no loss of sexual interest or energy. They further suggested that men who have already undergone the procedure should educate the community on the process and long-term effects, because they have first-hand experience and could debunk some of the more persistent rumors.
In addition, respondents suggested that any public education should include as many details as possible-not only on what a vasectomy is, but on schedules, procedures and what to expect during and after the procedure. They recommended promoting the long-term benefits of vasectomy, including the ability to provide food for the entire family and to send all children to school, to pay for services for the family, to have healthier children and to no longer have to worry about making one's wife pregnant.
A comment heard many times during the focus groups and interviews was that there is no dedicated space for men to learn about family planning issues. The respondents frequently pointed out that women are educated on these topics every time they go to a maternal and child health clinic-through posters, leaflets and lectures by counselors and health care providers; men, however, do not have an equivalent place and thus do not have the same opportunities to learn. A few respondents mentioned that men would not go to a maternal and child health clinic because they would feel out of place, and that men need a space where they will feel "relaxed." Some suggested a dedicated family planning office or center, or an "expert" posted locally so that everybody knew whom to go to with family planning (including vasectomy) questions.
Other proposals to increase vasectomy knowledge and acceptance included teaching children about family planning in school and targeting women in vasectomy promotion campaigns, because wives sometimes forbid their husbands to undergo the procedure.
DISCUSSION
Researchers have suggested that vasectomy is unacceptable to most African men and probably will long remain so; 19 however, similar predictions made in the late 1980s about female sterilization have proved unfounded. There is evidence that the low use of vasectomy is not entirely because of men's resistance to the method, but also because of the failure of many health professionals to make information and services available and accessible. Men are interested in family planning generally, [20] [21] [22] [23] [24] and in vasectomy specifically. 25 According to a 1997 study in Tanzania, 25% of men indicated they would consider vasectomy once they reached their desired number of children. 26 The six overarching domains we identified that contribute to the vasectomy decision-making process are consistent with previous research in Sub-Saharan Africa. For example, past studies have noted the barriers posed by lack of knowledge and incorrect or incomplete information concerning the vasectomy procedure. 27 A fear of impotence and the equation of vasectomy with castration have been reported in multiple studies. [26] [27] [28] [29] [30] [31] Past research has also addressed such barriers as wives' concerns about the sexual functioning and physical strength of their husband after the procedure, 32 and the lack of access to vasectomy provision sites. 33 Programs in Tanzania and Kenya have acknowledged the importance of economic pressures-particularly education-on vasectomy uptake. 26, 34 In our study, concern for one's spouse was a common factor in the decision to have a vasectomy, and respondents reported a considerable amount of communication between spouses during the decision-making process. The influence of the wife on the vasectomy decision appears to Volume 33, Number 1, March 2007 choose to use family planning, including permanent methods, in opposition to the teachings of their church, would also contribute to our understanding of the role of religion in contraceptive use.
Our findings have raised further research questions. For example, what helped vasectomy acceptors decide to undergo the procedure despite rumors that vasectomy causes impotence? Though some mentioned that their fears were assuaged after speaking with a health care provider, it would be interesting to know if there were other contributing factors. Similarly, it would be useful to explore power dynamics within relationships on a larger scale, and how such dynamics affect contraceptive decision making.
Study Limitations
The need to translate respondents' comments affects the degree to which transcripts can be considered an accurate representation of what was actually said. To help mitigate this problem, transcripts were reviewed for accuracy by the on-site principal investigator, and revised when necessary. In addition, emphasis in analysis was placed on overarching ideas rather than specific word choices or phrasing.
Interview and focus group data may be subject to bias, because they are based on self-report and respondents were asked to discuss events and decisions that had occurred in the past. Finally, the small sample size and the qualitative nature of data do not allow us to generalize our findings. Nevertheless, the use of qualitative methods enabled us to gain insight into attitudes, beliefs and contextual factors that would not have been captured using survey methods.
Implications
Increased inclusion of men in family planning services and education programs is an important part of efforts to increase vasectomy uptake. Establishing separate spaces for men to learn about family planning would be an effective way of achieving this goal; these spaces could be created within outpatient departments or through community outreach activities at public gatherings. Alternatively, existing clinics should consider offering broader men's reproductive health services to enhance the appeal of family planning to men. Service delivery staff need to be better trained to address men's reproductive health needs. And because some men indicated that they would prefer to receive service and information from other men, an effort could be made to hire male staff and outreach workers.
To ensure consistent levels of vasectomy service provision, vasectomy outreach services should be regularly scheduled (e.g., on a weekly basis), and linked with community outreach and mobilization. Each facility should always be stocked with the necessary equipment and supplies, so that services can be performed whenever the provider is on-site.
Compliance with postoperation instructions must be ensured to minimize postsurgery pregnancies and thus decrease fears that the surgery could lead to infidelity. Providers should emphasize the need to use another be both direct (e.g., she either agreed or disagreed with her husband's desire to have a vasectomy or refused to have a tubal ligation) and indirect (e.g., men had a vasectomy to free their wives from perceived health problems or other burdens). It is impossible, however, to tell from the respondents' comments what degree of give-and-take actually occurred during discussions between spouses.
Previous literature presents the decision to have a vasectomy as either a joint decision among couples or an autonomous choice among men. 11 Landry and Ward found that although most couples agreed that the decision should be a joint one, it was primarily made by men alone. 23 In our sample, some men considered or had the surgery without their partner's approval. The acknowledgment by respondents of both sexes that partners can be a strong negative force in the vasectomy decision points to the need to include women in vasectomy education.
Both men and women believed that men would not consider sterilization if the subject were introduced by their wives. This may indicate that men must learn about and consider the possibility of vasectomy on their own before bringing their partners into the discussion. If this is the case, it has important implications for successful vasectomy promotion.
Another interesting finding is that economic considerations, including the need to pay for children's education, figure much more prominently in the male transcripts. Perhaps this indicates the enduring strength of cultural expectations of men as providers. In Tanzania, economic forces have made it more difficult to feed and care for large families, and have raised the perceived benefit of education. This knowledge could guide the formation of vasectomy messages targeted to men.
Both husbands and wives expressed unease about the potential effect of vasectomy on the sexual faithfulness of their partners. This unease was linked mainly to possible dissolution of the relationship; fear of an increased risk of STI or HIV transmission was rarely mentioned. Given the relatively high rates of HIV in the country, as well as the promotion of dual methods through the Tanzania national family planning program, this omission is troubling. A more indepth understanding of local constructs of sexuality, sexual behavior and relationships, knowledge and understanding of STI and HIV transmission, and perception of risk would begin to shed light on this issue. Also, additional information is needed on the role extramarital sex plays in the contraceptive decision-making process. Further research in these areas would allow vasectomy uptake campaigns to more effectively address issues of infidelity and trust within the context of the HIV/AIDS epidemic.
It is difficult to ascertain the importance of religion in an individual's decision-making process. All respondents acknowledged that both positive and negative religious opinions exist; some said that these played a part in their decision and a few admitted to having a vasectomy despite the disapproval of their church. A more in-depth exploration into the circumstances in which some individuals family planning method for three months after the operation, and should provide clear postoperative care instructions. To decrease misunderstanding between partners, pre-and postvasectomy counseling should be conducted with the husband and wife together. Clients should be encouraged to return to the clinic for semen analysis after three months. The issue of spousal trust as a barrier to permanent contraception could also be addressed via carefully planned communications and community activities.
To increase vasectomy uptake, mass media campaigns using physicians and satisfied clients should be created to address myths and misinformation. Messages should address the key concern among both men and women: that the procedure could negatively affect men's sexual desire and performance. Highlighting the economic benefits of smaller family size may also make vasectomy more attractive to men. For example, messages could emphasize a sterilized man's ability to be a good provider for his family and his satisfaction from being able to send all his children to school.
Given a spouse's potential role in the decision-making process, promotional efforts should be directed toward women as well as men. A media campaign might convey the notion of a "satisfied spouse," who no longer has to be concerned about problematic childbirths, is sexually satisfied and has a family that is financially secure and well provided for. Such messages may resonate among women, as well as among men who are concerned about their spouse's health. Also, women could receive education regarding vasectomy in maternal and child health clinics. Counseling and promotional efforts should be directed at the couple as a decision-making unit. 
